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Background: We report results of an internet-based field study evaluating the diagnostic 
guidelines for the newly introduced ICD-11 grouping of obsessive-compulsive and related 
disorders (OCRD). We examined accuracy of clinicians’ diagnostic judgments applying draft 
ICD-11 as compared to the ICD-10 diagnostic guidelines to standardized case vignettes. 
Methods: 1,717 mental health professionals who were members of the World Health 
Organization’s Global Clinical Practice Network completed the study in Chinese, English, 
French, Japanese, Russian or Spanish. Participants were randomly assigned to apply ICD-11 or 
ICD-10 guidelines to one of nine pairs of case vignettes.  
Results: Participants using ICD-11 outperformed those using ICD-10 in correctly identifying 
newly introduced OCRD, although results were mixed for differentiating OCRD from disorders 
in other groupings largely due to clinicians having difficulty differentiating challenging 
presentations of OCD. Clinicians had difficulty applying a three-level insight qualifier, although 
the ‘poor to absent’ level assisted with differentiating OCRD from psychotic disorders. Brief 
training on the rationale for an OCRD grouping did not improve diagnostic accuracy suggesting 
sufficient detail of the proposed guidelines.  
Limitations:  Standardized case vignettes were manipulated to include specific characteristics; 
the degree of accuracy of clinicians’ diagnostic judgments about these vignettes may not 
generalize to application in routine clinical practice.  
Conclusions: Overall, use of the ICD-11 guidelines resulted in more accurate diagnosis of case 
vignettes compared to the ICD-10 guidelines, particularly in differentiating OCRD presentations 
from one another. Specific areas in which the ICD-11 guidelines did not perform as intended 
provided the basis for further revisions to the guidelines.  




Keywords: obsessive-compulsive and related disorders; diagnosis; classification; international 
classification of diseases and related health problems; field study; ICD-11. 
 
  




Core constitutional functions of the World Health Organization (WHO) include establishing and 
maintaining international classification systems for health and standardizing diagnostic 
procedures. The World Health Assembly, WHO’s governing body comprising the health 
ministers of all 194 WHO member states, approved the 11th Revision of the International 
Classification of Diseases and Related Health Problems (ICD-11, WHO, 2019) in May 2019. 
The statistical version of the ICD-11 does not contain sufficient information for implementation 
in global mental health settings (WHO, 1992). The WHO Department of Mental Health and 
Substance Abuse has developed Clinical Descriptions and Diagnostic Guidelines (CDDG) for 
ICD-11 Mental, Behavioural, and Neurodevelopmental Disorders to provide detailed guidance to 
clinicians with the goal of improving detection and diagnosis of mental disorders in a range of 
clinical settings around the world (First et al., 2015). Improvements in clinical utility and global 
applicability as compared to the ICD-10 CDDG were established as major aims of the new 
volume, with the ultimate goal of providing WHO member states with a better tool for reducing 
the global disease burden of mental disorders (International Advisory Group for the Revision of 
ICD-10 Mental and Behavioural Disorders, 2011). As part of this process, a range of expert 
Working Groups were appointed, including representatives from each WHO global region, to 
develop recommendations for changes in specific content areas. 
  An area identified as requiring significant attention was obsessive-compulsive and related 
disorders (OCRD). In the more than 25 years since the publication of the ICD-10 (WHO, 1992), 
substantial knowledge has accrued suggesting the validity and utility of introducing new 
diagnoses to the classification and combining these with previously listed disorders to form an 
OCRD grouping separate from anxiety and fear-related disorders (Stein et al., 2016; Kogan et al., 
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2016). The ICD-11 Working Group on OCRD conducted comprehensive evidence reviews, 
including examination of the evidence base for the American Psychiatric Association’s 
Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5, American 
Psychiatric Association, 2013) to develop recommendations for revisions to the ICD-10 
diagnostic guidelines (see First et al., 2015). The rationale for a separate OCRD grouping 
included phenomenological commonalities among the different constituent disorders of 
repetitive thoughts and behaviours as well as shared validators that include neurocircuitry and 
neurochemical abnormalities (Nikolaus et al., 2010; Milad and Rauch, 2012), familiarity and 
genetic risk factors (Bienvenu et al., 2012; Monzani et al., 2014), and overlapping approaches to 
assessment and treatment (Fineberg et al., 2014). Several new diagnostic entities were introduced 
to the ICD-11 OCRD grouping based on emerging evidence of their validity, significant 
prevalence and associated impairment. These included body dysmorphic disorder, olfactory 
reference disorder, and hoarding disorder (Stein et al., 2016). (In ICD-10, body dysmorphic 
disorder is described as a type of hypochondriasis.) A subgrouping of body-focused repetitive 
behaviour disorders including trichotillomania and the newly introduced excoriation disorder has 
also been incorporated into ICD-11 but was not evaluated in the present study. 
 The Working Group also recommended changes to previous ICD-10 guidelines for 
obsessive-compulsive disorder (OCD) and hypochondriasis. The clinical phenomenology of 
obsessions and compulsions described in ICD-11 better reflects current knowledge of the 
cardinal symptoms of the disorder. Changes include defining obsessions not only as unwanted 
thoughts but also as unwanted images and urges/impulses, and defining compulsions as 
including covert behaviors or mental compulsions (e.g., repeatedly reciting prayers in response 
to obsessions) rather than being restricted to overt behaviors. As described in the ICD-11 
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guidelines, the affective component of OCD may include a range of experiences beyond anxiety, 
namely shame, disgust, feelings of “incompleteness”, and a sense that things do not look or feel 
“just right”. The OCD subtypes in ICD-10 (predominantly obsessional thoughts or ruminations, 
predominantly compulsive acts, and mixed obsessional thoughts and acts) were removed because 
they lack clinical utility, including predictive validity for treatment response (Stein et al., 2016). 
Hierarchical classification rules giving diagnostic primacy to depression over OCD were 
eliminated to improve detection of the latter.  
Hypochondriasis, previously classified as a somatoform disorder in ICD-10, has been 
reconceptualized as an OCRD. Hypochondriasis shares multiple validators with OCD and 
(Bienvenu et al., 2012; Stein et al., 2016) as well as phenomenological similarities, namely 
presence of intrusive preoccupations and repetitive behaviors such as repeated checking of the 
body for signs of illness, searching for information about a perceived illness, and reassurance 
seeking from health professionals (Rachman, 2012). The ICD-11 guidelines emphasize the 
intrusive nature of hypochondriacal preoccupations and associated repetitive behaviors; somatic 
symptoms are not a required feature.   
 The Working Group also recommended inclusion of a qualifier to allow clinicians to 
specify the degree of insight about the irrationality of patients’ OCRD-related beliefs. Although 
many individuals with OCRD can acknowledge at least some of the time that thoughts or 
behaviors central to their disorder are untrue or excessive (e.g., the conviction that one will 
become seriously ill if washing rituals are not maintained in OCD), some cannot. These latter 
individuals may at times appear to be delusional in the degree of conviction or fixity with which 
these beliefs are held. According to the ICD-10 guidelines, such individuals would qualify for a 
delusional disorder diagnosis. In contrast, the ICD-11 guidelines indicate that erroneous beliefs 
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or behaviors that have explanations that appear to be delusional should not be viewed as 
reflecting a separate psychotic process when they are fully consistent with the symptomatology 
of the relevant OCRD (O’Dwyer and Marks, 2000, Stein et al., 2016). This is similar to the way 
in which erroneous beliefs about body shape or weight or behaviors such as food restriction are 
viewed in the context of anorexia nervosa. This change was partly intended to discourage initial 
use of antipsychotic medications among patients with OCRD (e.g., Hirschtritt et al., 2017). The 
proposal for ICD-11 tested in this study included three separate insight levels, consistent with 
DSM-5: (1) fair to good insight, characterizing individuals who think that their beliefs are 
probably untrue or are regularly able to entertain the possibility that their beliefs may not be true; 
(2) poor insight, characterizing individuals who think that their beliefs are probably true; and (3) 
no insight, characterizing individuals who, all or almost all of the time, are completely convinced 
that the beliefs are true.  
 The present study is part of a comprehensive group of developmental field studies that 
have assessed the impact of proposed changes to the ICD-10 Mental and Behavioural Disorders 
chapter on clinical decision making (Keeley et al., 2016, Reed et al., 2018). This study focusing 
on disorders included in the newly introduced OCRD grouping is a vignette-based, case-
controlled study conducted via the internet with participants drawn from the Global Clinical 
Practice Network (GCPN; https://gcp.network, Reed et al., 2015). The GCPN comprises more 
than 15,000 multidisciplinary mental health professionals from more than 150 countries who 
have agreed to assist WHO by participating in field studies related to the ICD-11.  
Based on the recommended revisions for the OCRD grouping, four overarching research 
questions were articulated. For each research question, several paired case vignette comparisons 
were employed to test clinicians’ ability to accurately apply specific conceptual distinctions 
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introduced in the proposed ICD-11 guidelines. A brief description of the vignettes used in the 
study is provided in Table 1 and a list of the paired comparisons is provided in Table 2. Each 
vignette pair was designed to evaluate the impact of a specific change to the guidelines. The four 
research questions were as follows: 
1. Can clinicians accurately differentiate disorders newly introduced in ICD-11 from 
existing disorders that may have overlapping symptom presentations (Table 2: 
Comparisons 1, 2) and from normal variation (Table 2: Comparison 3). Given that the 
new disorders reflect recognized clinical populations, how are such cases classified in 
ICD-10? 
2. Do clinicians using ICD-11 more accurately differentiate OCRDs from disorders 
classified in other groupings that share overlapping features as compared to those using 
ICD-10 guidelines? (Table 2: Comparisons 4, 5, 6, 7) 
3. Do clinicians using the ICD-11 guidelines better differentiate case vignettes depicting 
patients with poor or no insight (i.e., individuals holding beliefs that appear delusional 
but that are entirely consistent with the symptomatology of an OCRD) from patients with 
delusional disorder when using the ICD-11 as compared to ICD-10 guidelines? (Table 2: 
Comparisons 8, 9). Do clinicians accurately apply the three levels of insight proposed for 
the ICD-11 OCRD grouping? 
4. Considering that most clinicians do not identify the OCRD grouping as part of their 
natural taxonomy of psychopathology (Reed et al., 2013; Roberts et al., 2012), does a 
brief online conceptual training on the rationale for an OCRD grouping improve 
clinicians’ diagnostic accuracy as compared to using the ICD-11 without such training? 
(Table 2: all comparison pairs). 
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Findings have been used to inform additional revisions to the guidelines prior to publication. 
Method 
Participants 
All registered GCPN members who were actively engaged in clinical services (e.g., 
seeing patients, providing clinical supervision) to individuals with mental disorders and had 
identified themselves as fluent or proficient in one of the six study languages (Chinese, English, 
French, Japanese, Russian and Spanish) were invited to participate in the study. At the time of 
the study, 9,391 GCPN members qualified for the study and were invited to participate. 2,448 
(26.1%) responded to the online survey link and agreed to participate.   
 A total of 1,717 participants from over 90 countries provided completed diagnostic 
ratings for both vignettes presented to them and were included in the current analysis. 
Completers differed significantly from those invited to participate but did not respond on several 
demographic variables including gender (X2 (2) = 36.50, p < .001), geographic region (X2 (9) = 
59.14, p < .001), age (t (3042.94) = 6.50, p < .001) and years of experience (t (9386) = 6.51, p < 
.001) but not by profession (X2 (9) = 13.48, p = .15). Completers, as compared to those invited, 
were more likely to be male (7% difference), were less likely to be from the Americas (9% 
difference), were older (on average 1.87 years), and were more experienced (on average 1.72 
years). Demographic information for participants is provided in Table 3. The largest number of 
participants resided in Europe (37.5%), followed by the Asian portion of the Western Pacific 
Region (24.5%), Latin America and the Caribbean (11.6%), the US and Canada (10.7%), and 
South-East Asian Region (7.2%). There were slightly more male (59.4%) than female (40.5%) 
participants, with three participants indicating ‘other’ (0.1%). The mean age of the participants 
was 46.7 years (SD = 11.2), with a mean of 15.5 years (SD = 10.3) of clinical experience. Most 
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participants were physicians (59.4%), primarily psychiatrists, and an additional 26.9% were 
psychologists. The remaining participants had varied professional backgrounds (Table 3). Close 
to half of the participants (48.7%) completed the study in English, whereas the remainder 
completed the study in one of the other five languages (see Table 3). 
Procedure  
 The study was conducted via the QualtricsTM internet-based survey platform 
(https://www.qualtrics.com, Provo, USA). Upon entry into the study, participants were randomly 
assigned in equal proportions to one of the three conditions: ICD-10, ICD-11, or ICD-11 plus 
brief training. Those assigned to the ICD-11 plus brief training condition were shown eight 
training slides that provided the rationale for the new grouping and new categories and then 
answered three multiple choice questions to ensure comprehension. Participants in all three 
conditions were presented with the assigned diagnostic guidelines (ICD-10 or ICD-11) for 
disorders in the OCRD grouping and disorders with overlapping features, and were instructed to 
apply them to the patients described in the vignettes. All participants were randomly assigned to 
one of nine paired-vignette comparisons addressing one of the key research questions described 
above (Table 2). Thus, each participant was asked to read two paired vignettes according to the 
comparison to which they were randomly assigned (e.g. Comparison 1: Vignette 1A paired with 
1B). The two paired vignettes were presented in a counter-balanced order across participants. 
 After reading each vignette, participants selected a diagnosis from a list of twelve ICD-10 
or ICD-11 diagnoses provided (including all entities from the OCRD group as well as selected 
disorders from related groupings containing disorders with shared features (Table 4). Participants 
could also choose to assign no diagnosis or indicate a different specified diagnosis using a text 
box. Participants had the opportunity to review their assigned diagnostic guidelines while 
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selecting the most appropriate diagnosis. After assigning a diagnosis, participants were prompted 
to review each essential feature of the selected diagnosis and indicate whether the case vignette 
included evidence for its presence or absence. This step was included to be able to examine 
clinical decision-making (e.g., in the absence of evidence for a particular essential feature, do 
clinicians disregard the guidelines and still assign the diagnosis). Those assigned to one of the 
ICD-11 conditions were asked to select a level of insight qualifier, if applicable. Upon 
completion of the first case vignette, participants were presented with the second case vignette 
repeating the procedure described above. 
 All study procedures were exempted from review by the WHO Ethics Review Committee 
(Protocol ID RPC569) and by the Human Subjects Committee of the University of Kansas 
(HSCL #20804). University of Kansas servers hosted the survey system used in the study. All 
participants were presented with an online informed consent document describing the study and 
had to indicate their consent to participate in order to continue.   
Study Materials 
 Fifteen case vignettes were developed to test nine comparisons. Case vignettes were 
developed by invited experts to depict specified disorders in a clinically realistic manner, 
typically based on real cases, using a format and guidelines for vignette development provided 
by WHO. Each vignette was approximately 250 words in length and included three sections (i.e., 
referral, presenting symptoms, and additional background information). Vignettes were 
subsequently independently evaluated by nine international experts to ensure diagnostic 
agreement, and modified when agreement was found to be less than perfect across raters (see 
Evans, et al., 2015; Keeley et al., 2016). The proposed ICD-11 guidelines for the OCRD as well 
as those for depressive episode, generalized anxiety disorder, social anxiety disorder and 
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delusional disorder were included and presented to participants assigned to the ICD-11 
conditions. The ICD-11 guidelines included three sections for each disorder category (i.e., 
essential features, additional features, and boundaries with normality and other disorders). The 
ICD-10 guidelines for equivalent categories were included and presented to participants assigned 
to the ICD-10 condition.  
All materials were developed in English and then translated into Chinese, French, 
Japanese, Russian and Spanish. Translators followed a rigorous forward and backward 
translation procedure conducted by bilingual mental health specialists. Occasionally, translation 
efforts suggested wording clarifications to materials in English in order to maintain conceptual 
equivalence. Data collection occurred between August 2014 and November 2017. 
Data Analysis 
 Two-way chi-square statistics were used for the bivariate comparisons.  Comparisons of 
interest included the diagnostic accuracy for each of the conditions (i.e., ICD-10, ICD-11, and 
ICD-11 with brief training) analyzed separately for each of the two vignettes in a given 
comparison condition (e.g., comparing accuracy for ICD-10 to ICD-11 for a vignette depicting 
an OCD case). 
Results 
Research Question 1: Newly Introduced OCRD Diagnostic Categories 
Only minor differences were found by language or geographic region, and none affected 
the interpretation of the results presented in this article. Thus, the language of survey 
administration and participants’ geographic region were collapsed for all analyses. 
  Comparison 1 (Table 5) tested the consistency with which participants were able to 
differentiate a prototypical case of OCD with hoarding symptoms from hoarding disorder. For 
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the OCD vignette, there were no significant differences in accuracy between ICD-11 conditions 
and the ICD-10 condition, [2 (1) = 2.32, p = .13]. However, a higher proportion of participants 
in the ICD-10 condition (31.5% in the ICD-10 and 18.2% in the ICD-11 conditions, respectively) 
erroneously assigned delusional disorder. For the hoarding disorder vignette, participants in the 
ICD-11 conditions were significantly more accurate than those in the ICD-10 condition [2 (1) = 
36.78, p < .001]. Participants in the ICD-10 condition selected the correct diagnosis less often 
than those in the ICD-11 conditions despite the fact that in the ICD-10 condition both OCD or 
Other OCD were permitted as correct diagnoses. Specifically, 12.3% of those in the ICD-10 
condition erroneously selected delusional disorder (compared to 0% for ICD-11) and an 
additional 17.8% participants indicated a different user-specified diagnosis as the correct 
diagnosis (compared to one participant for ICD-11). 
 Comparison 2 (Table 5) contrasted a vignette depicting a case of body dysmorphic 
disorder in which the individual was focused on the appearance of her skin with one describing a 
case of hypochondriasis in which the preoccupation focused on skin cancer. For the body 
dysmorphic disorder vignette, participants in the ICD-11 condition were significantly more 
accurate than those in the ICD-10 condition [2 (1) = 86.93, p < .001]. Notably, only 31.6% of 
the participants in the ICD-10 condition assigned the correct diagnosis (hypochondriacal disorder 
under ICD-10) as compared to 84.8% in the ICD-11 condition. 36.7% of the participants in the 
ICD-10 condition incorrectly diagnosed the patient described in the vignette with OCD or other 
OCD. In contrast, no differences were found between ICD-11 and ICD-10 in accurately 
diagnosing a hypochondriasis vignette (2 (1) = 0.49, p = .48). 
 Comparison 3 (Table 5) presented participants with a vignette depicting an individual 
with body dysmorphic disorder and a vignette depicting a person expressing dissatisfaction with 
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a perceived bodily flaw but without persistent preoccupation or repetitive checking behaviors, 
thereby not meeting the definitional threshold for any ICD-11 diagnosis. According to ICD-10, 
however, this second vignette could be diagnosed with hypochondriacal disorder or assigned no 
diagnosis. For the body dysmorphic disorder vignette, participants in the ICD-11 condition 
displayed greater accuracy than those in the ICD-10 condition [2 (1) = 45.70, p < .001]. A large 
majority of the participants in the ICD-11 condition (87.5%) correctly diagnosed body 
dysmorphic disorder, with only a small percentage (4.2%) incorrectly assigning a diagnosis of 
OCD. In contrast, 39.0% of participants in the ICD-10 condition correctly diagnosed 
hypochondriacal disorder, and 25.4% incorrectly assigned a diagnosis of OCD. For the vignette 
depicting a subthreshold case, participants in the ICD-10 condition performed better than those 
in the ICD-11 condition [2 (1) = 4.32, p = .04]. Notably, 20.8% of participants in the ICD-11 
condition erroneously diagnosed body dysmorphic disorder compared to 8.5% of participants 
who diagnosed hypochondriacal disorder in the ICD-10 condition. 
Research Question 2: Differentiating OCRD from Disorders with Similar Features 
 In comparison 4 (Table 5), the first vignette described a person with symptoms of OCD 
including mental obsessions about personal failings and rituals and the second a person in a 
depressive episode with prototypic depressive symptoms including repetitive depressive 
ruminations. For the OCD vignette, there was no significant difference between the ICD-11 and 
ICD-10 conditions in assigning a correct diagnosis [2 (1) = 0.06, p = .81]. For the depressive 
episode vignette, participants using ICD-10 were more accurate than those using ICD-11 [2 (1) 
= 4.11, p = .04]. 
 In comparison 5, participants were presented with a vignette depicting an individual with 
OCD who experiences intrusive thoughts related to doubts about a distressing event who engages 
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in compulsions to neutralize anxiety and a vignette depicting an individual with generalized 
anxiety disorder who experiences worries in multiple areas. For the OCD vignette, there was no 
significant difference in diagnostic accuracy between ICD-11 and ICD-10 conditions [2 (1) = 
0.87, p = .35]. For the generalized anxiety disorder vignette, participants in the ICD-10 condition 
were more likely to apply the correct diagnosis as compared to the ICD-11 condition [2 (1) = 
4.73, p = .03]. Those in the ICD-11 condition were more likely to apply a diagnosis of OCD or 
Other OCRD (ICD-11: 54.2% vs. ICD-10: 37.5%).  
Comparison 6 (Table 5) tested clinicians’ ability to differentiate preoccupations 
characteristic of hypochondriasis from other forms of somatic preoccupations found in bodily 
distress disorder. In contrast to bodily distress disorder, which is characterized by preoccupations 
with distressing and disabling somatic symptoms, a diagnosis of hypochondriasis must include 
fears of having one or more serious, progressive or life-threatening illnesses. While symptoms 
may be present, the focus is on their meaning and not on the disability associated with them 
(Stein et al., 2016). For the hypochondriasis vignette, there were no differences in performance 
between participants in ICD-11 and ICD-10 conditions [2 (1) < 0.001, p = .98]), with a large 
majority (82.9% in ICD-11 and 82.8% in ICD-10) correctly assigning hypochondriasis. With 
respect to the bodily distress disorder vignette, a similar pattern of results was observed such that 
there were no significant differences in performance between the two conditions [2 (1) < 0.001, 
p = .98]. However, two possible diagnoses were considered correct for ICD-10—undifferentiated 
somatoform disorder (12.5%) and persistent somatoform pain disorder (64.0%).  
 Comparison 7 (Table 5) evaluated participants’ ability to differentiate olfactory reference 
disorder, a new diagnostic entity in the ICD-11 OCRD, from social anxiety disorder (social 
phobias in ICD-10). Olfactory reference disorder is characterized by preoccupations of emitting 
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a foul odor, whereas individuals with social anxiety disorder generally have multiple 
preoccupations about how they will be perceived and negatively evaluated by others on the basis 
of their behavior or manifest symptoms of anxiety (Kogan et al., 2016). Participants were 
presented first with a vignette describing an individual preoccupied with a barely perceptible 
body odor accompanied by anxiety about others noticing the odor and a second describing an 
individual with symptoms of social anxiety disorder concerned about others’ judgment of their 
anxiety symptoms. Under ICD-10, preoccupation with perceived body odor can also be 
interpreted as a form of delusion, and thus the person described in the first vignette could also be 
judged to meet the diagnostic requirements for ICD-10 delusional disorder. Overall, participants 
in the ICD-11 conditions significantly outperformed those in the ICD-10 condition for the first 
vignette [2 (1) = 57.02, p < .001] such that more than 90% of participants using ICD-11 
correctly selected olfactory reference disorder. Responses among participants in the ICD-10 
condition were variable, with participants selecting several erroneous diagnoses, including 
hypochondriacal disorder (21.6%), OCD (15.7%), undifferentiated somatoform disorder (7.8%), 
and somatization disorder (5.9%). In the second vignette, no differences in accuracy were 
observed between the ICD-11 and ICD-10 conditions; the correct diagnosis was made by the 
overwhelming majority of participants in both groups [2 (1) = 0.001, p = .97]. 
Research Question 3: OCRD with limited or no insight versus Delusional Disorder 
 Some patients with OCRD have limited or no insight about the true nature of their 
disorder-related beliefs. The ICD-11 guidelines include a qualifier intended to provide clinicians 
with a means of indicating the level of insight, which was tested in two comparisons. In 
comparison 8 (Table 5), participants were presented with a vignette depicting an individual with 
OCD who demonstrated no insight and another vignette depicting an individual presenting with 
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delusional thinking about being infected by an animal bite (without repetitive behaviors) 
characteristic of delusional disorder. For the OCD vignette, no difference was found in accuracy 
between the two classifications [2 (1) = 0.24, p = .63], with the majority of the participants in 
both conditions correctly diagnosing the patient described in the vignette with OCD. 
Nonetheless, fewer participants in the ICD-11 condition (12.7%) erroneously diagnosed 
delusional disorder as compared to those in the ICD-10 condition (23.3%). With respect to the 
second vignette, no difference in performance was found between classifications [2 (1) = 0.03, p 
= .86]. Most participants in both conditions (59.5% in ICD-11 and 64.1% in ICD-10) 
erroneously applied a hypochondriasis diagnosis. 
 Comparison 9 (Table 5) involved a vignette describing an individual presenting with 
body dysmorphic disorder with no insight as well as the same delusional disorder vignette used 
in comparison 8. Participants in the ICD-11 condition correctly assigned a body dysmorphic 
disorder diagnosis (94.4%) despite the presence of delusion-like thinking, and significantly 
outperformed participants in the ICD-10 condition [2 (1) = 39.61, p < .001]. In contrast, a 
significant proportion (27.0%) of participants in the ICD-10 condition misdiagnosed the patient 
as having a diagnosis of hypochondriacal disorder rather than correctly assigning ICD-10 
delusional disorder. Results for the second vignette were similar as for comparison 8 (Table 5).  
 In addition to comparisons 8 and 9, the two other levels of insight were embedded in 
vignettes depicting OCD and body dysmorphic disorder. Table 6 shows the frequency of 
participants’ insight qualifier ratings when presented with OCD and body dysmorphic disorder 
vignettes with various levels of insight. Although most participants were able to accurately apply 
the no insight qualifier when presented with a corresponding case vignette of body dysmorphic 
disorder, participants had much greater difficulty differentiating between fair to good insight and 




Research Question 4: Effects of ICD-11 Brief Conceptual Training 
 Two-way chi-square statistics were conducted for each of the paired-vignette 
comparisons between participants who received the brief training and those in the ICD-11 
condition without the training. No statistically significant differences were found between the 
brief training and no training conditions for any of the vignette comparisons (Table 7), indicating 
that participants who were asked to review the training slides performed similarly to those 
without such exposure. As such, data from the ICD-11 brief training and ICD-11 no training 
conditions were combined for all analyses reported above. 
Discussion 
 
This article presents the results of a case-controlled vignette study evaluating changes to the 
classification of OCRD that, at the time of the study, had been proposed for the Mental 
Behavioural and Neurodevelopmental Disorders chapter of WHO’s ICD-11. Clinicians 
randomized to the ICD-11 condition generally robustly outperformed those using ICD-10 
guidelines in selecting the correct diagnosis. We also found that clinicians randomized to the 
ICD-11 condition were more accurate in differentiating newly introduced OCRD from each other 
and from OCD, the prototypical disorder for the grouping. Results were mixed when clinicians 
used guidelines to make clinical judgments differentiating OCRD from disorders sharing clinical 
features but classified in other groupings. In particular, clinicians had some difficulty 
differentiating certain presentations of OCD from generalized anxiety disorder and depression. 
With respect to assigning a level of insight to ICD-11 OCRD, clinicians were able to correctly 
and consistently assign the no insight qualifier to corresponding case vignettes and to 
differentiate these from delusional disorder but had difficulty discriminating fair to good insight 
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from poor insight. Findings also suggest that a brief training focusing on the rationale for 
introducing an OCRD grouping to ICD-11 did not result in a more accurate application of the 
guidelines to case material. A more detailed discussion of each of these findings is provided 
below, including a description of additional changes made to the guidelines prior to publication 
based on the results of this field study. 
Research Question 1: Newly Introduced OCRD Diagnostic Categories 
 Participants in the ICD-11 condition consistently outperformed those in the ICD-10 
condition in accurately assigning the correct diagnoses for vignettes depicting phenomenology 
associated with newly introduced OCRD. These results suggest that despite the novelty of the 
OCRD grouping, the ICD-11 guidelines outperform ICD-10 in assisting clinicians in correctly 
diagnosing cases and differentiating these from each other and from OCD.  
 With respect to body dysmorphic disorder, in addition to determining whether 
participants could identify a positive case of the disorder, we investigated whether the ICD-11 
guidelines provided sufficient guidance to differentiate body dysmorphic disorder from a 
subthreshold case. Although body dysmorphic disorder is often underdiagnosed and undertreated 
(Zimmerman and Mattia, 1998), body dissatisfaction is very common (e.g., Rief et al., 2006) and 
usually not sufficiently severe to warrant clinical attention. Even though the ability to correctly 
assign a label of ‘no diagnosis’ to the subthreshold case was not significantly different across the 
two ICD conditions, 20.8% of participants in the ICD-11 condition made a false positive 
diagnosis of body dysmorphic disorder for the subthreshold case. These data prompted further 
examination of the essential features of the disorder endorsed by participants erroneously 
selecting a body dysmorphic disorder diagnosis. This analysis revealed that when a single 
incident of social avoidance is described, most participants interpreted preoccupation with a 
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perceived flaw in a body part to be clinically significant. Therefore, the final guidelines for body 
dysmorphic disorder have been revised to reflect a stricter threshold that requires repeated 
attempts at social avoidance, serving to more clearly differentiate body dysmorphic disorder 
from subthreshold body dissatisfaction. Participants in the ICD-10 condition may have been 
more accurate in assigning ‘no diagnosis’ because the threshold for ICD-10 hypochondriasis, 
which includes body dysmorphic disorder, is higher, requiring persistent preoccupation with a 
presumed deformity or disfigurement and persistent refusal to accept reassurance from several 
doctors that there is no abnormality. 
Another comparison explicitly examined the ability of participants to differentiate body 
dysmorphic disorder from hypochondriasis. In ICD-10, body dysmorphic disorder is subsumed 
as a form of hypochondriacal disorder, whereas in ICD-11 it is conceptualized as a separate 
disorder. Results demonstrated that participants using ICD-11 outperformed those using ICD-101 
and support the introduction of body dysmorphic disorder as a single diagnosis. 
Research Question 2: Differentiating OCRD from Disorders with Similar Features 
Due to some phenomenological overlap of OCRD with other disorders, the guidelines were 
tested to ensure that clinicians are able to differentiate OCRD from other disorders with closely 
related clinical features. For example, anxiety is often, though not exclusively, a central emotion 
experienced by those with an OCRD, particularly OCD and hypochondriasis. Similarly, 
rumination characteristic of a depressive episode and worry characteristic of generalized anxiety 
disorder bear resemblance to obsessions, mental compulsions and preoccupations associated with 
 
1 In ICD-10 Hypochondriacal disorder is meant to be diagnosed when a patient is focused on a bodily flaw but does 
not display delusional thinking. If delusional thinking is present the correct ICD-10 diagnosis is Delusional disorder. 
In the present study, the correct ICD-10 diagnosis depended on the level of insight displayed by the patient depicted 
in the vignette. Despite this, participants in the ICD-10 conditions performed significantly worse that their ICD-11 
counterparts. 
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OCRD. As such, comparisons were tested to examine the ability of clinicians to use the 
diagnostic guidelines to effectively differentiate OCD from depressive episode, OCD from 
generalized anxiety disorder, olfactory reference disorder from social anxiety disorder, and 
hypochondriasis from bodily distress disorder.   
Differentiating mental rituals from rumination in depression. Since the publication of 
ICD-10, evidence has accrued showing that compulsions in OCD can include covert (mental) 
repetitive behaviors (Foa et al., 1995) and is now reflected in the ICD-11 guidelines. Participants 
using both classifications accurately diagnosed OCD for a vignette of a patient exclusively 
presenting with mental rituals. Responses to the follow up questions revealed that those 
incorrectly endorsing GAD or depressive episode using ICD-11 did not consider repetitive 
mental acts employed by the patient specifically to neutralize intrusive thoughts to be 
compulsions. Participants in the ICD-10 condition may have performed better than those in the 
ICD-11 condition in identifying ruminations as consistent with a depressive episode mental 
rituals are not a feature of OCD in the ICD-10 guidelines. To assist clinicians in understanding 
the concept of mental rituals in OCD, the final ICD-11 guidelines were revised to provide more 
concrete clinical examples of mental compulsions in OCD. It is also important to note that the 
distinction among obsessions, mental rituals, and ruminations is clinically challenging with real 
patients and this is reflected in participants’ responses to standardized vignettes.  
Differentiating worry characteristic of Generalized Anxiety Disorder from obsessions 
and mental compulsions in OCD. The ability of participants to accurately discern the boundary 
between OCD and generalized anxiety disorder was evaluated because of the introduction of the 
concept of worry as a central characteristic of generalized anxiety disorder (Borkovec, 1985), 
and its potential for confusion with both obsessions and mental compulsions in OCD. 
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Participants in the ICD-11 condition were significantly more likely to misidentify worry as a 
form of obsession (40.9% of the sample erroneously assigned a diagnosis of OCD to a 
generalized anxiety disorder vignette in the ICD-11 condition, as compared to 31.9% in the ICD-
10 condition). Follow-up questions indicated that participants interpreted non-repetitive safety 
behaviors and reassurance seeking common to generalized anxiety disorder (Beesdo-Baum et al., 
2012) as compulsions. Guidelines were revised to include greater detail in both the OCRD and 
anxiety and fear-related disorders groupings distinguishing these phenomena, particularly 
emphasizing that compulsions in OCD are typically performed in response to intrusive and 
unwanted thoughts. While it is relatively straightforward to differentiate prototypical OCD from 
prototypical generalized anxiety disorder, in practice it may be extremely difficult to distinguish 
between certain presentations of OCD and generalized anxiety disorder (e.g., an individual with 
realistic concerns about contamination and illness, and repeated reassurance-seeking rather than 
washing). It is also important to underscore that the close phenomenological nature of worry and 
obsessions/mental rituals made this vignette pair extremely challenging. 
Differentiating Olfactory Reference Disorder from Social Anxiety Disorder. Comparison 
9 examined whether ICD-11 guidelines improve detection and differentiation of olfactory 
reference disorder from social anxiety disorder. This distinction is important because self-
consciousness and anxiety about perceived body odor in olfactory reference disorder may be 
manifested in social avoidance. This should be distinguished from social anxiety disorder, where 
the fear of negative evaluation is related to the individual’s concerns about their behavior or 
manifest signs of anxiety. The results provide unequivocal support for the improvement afforded 
by the ICD-11 guidelines. Participants in the ICD-10 condition assigned a variety of diagnostic 
labels to the olfactory reference disorder vignette including hypochondriasis, OCD, somatization 
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disorder, depressive episode, and delusional disorder. This is consistent with the literature, which 
emphasizes widespread misdiagnosis and inappropriate treatment of olfactory reference disorder 
in the past (Feusner, Phillips & Stein, 2010). 
Differentiating Hypochondriasis from Bodily Distress Disorder. In ICD-11, hypochondriasis is 
classified as an OCRD and cross-listed in the anxiety and fear-related disorders rather than as a 
somatoform disorder (bodily distress disorder in ICD-11), in part because somatic symptoms are 
not an essential feature of hypochondriasis (van den Heuvel et al., 2014). Furthermore, in 
contrast to bodily distress disorder, reassurance and appropriate medical examination is typically 
transiently effective in allaying fears in patients with hypochondriacal concerns (Creed and 
Gureje, 2012). We tested this novel conceptualization and determined that participants using 
either ICD-10 or ICD-11 were equally able to correctly detect and differentiate hypochondriasis 
from bodily distress disorder. However, since the equivalent of bodily distress disorder can be 
captured with one of two correct ICD-10 diagnostic categories, namely undifferentiated 
somatoform disorder and persistent somatoform pain disorder, ICD-11 simplifies the diagnostic 
landscape. 
Research Question 3: OCRD with limited or no insight versus Delusional Disorder 
Patients with OCRD experience different degrees of insight about their disorder-related beliefs, 
sometimes appearing delusional. The proportion of individuals exhibiting no insight varies by 
the OCRD; such that it is relatively uncommon in OCD (Eisen and Rasmussen, 1993) except 
among youth (Selles et al., 2019), present in nearly half of those with BDD (Phillips et al., 1997; 
Veale et al., 1996), and up to 85% in olfactory reference disorder (Phillips and Menard, 2011; 
Prazeres et al., 2010). Distinguishing between no insight OCRD and a frank delusional disorder 
has important treatment implications (O’Dwyer and Marks, 2000; Veale and Matsunaga, 2014; 
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Wilhelm et al., 2014). In contrast to a psychotic disorder, the patients presenting no insight in 
OCRD often respond to high doses of serotonin reuptake inhibitors, without the need for 
dopamine antagonists that carry greater risk for serious side effects. Similarly, exposure-based 
psychological treatments are effective in OCRD including in youth with poor insight (Selles et 
al., 2019) but there is no evidence that they are effective for treating psychotic disorders. In order 
to be able to document the degree of insight, ICD-11 includes a qualifier with three distinct 
levels. 
Although clinicians using the ICD-11 guidelines were significantly more accurate in 
differentiating delusional disorder from OCRD with no insight, as compared to ICD-10, they had 
difficulties consistently applying the qualifier to OCD and BDD. Whereas vignettes depicting 
individuals with OCRD with no insight were correctly identified by 85 - 90% of participants, 
discrimination between the fair to good and poor insight was at chance levels (Table 6). On the 
basis of these data, the insight qualifier has been condensed to two distinct levels, with fair to 
good insight and with poor to absent insight. The revised version covers the range of insight 
observed in OCRD and provides a category that captures delusional thinking that is fully 
explained by the OCRD pathology. Furthermore, definitions provided for two levels of insight 
articulate more precise disorder-specific manifestations. These results call in to question whether 
the insight specifier in DSM-5, which is defined by three separate levels, can be reliably applied. 
Research Question 4: Effects of ICD-11 Brief Conceptual Training  
Notwithstanding supportive evidence for an OCRD grouping, there remains some controversy 
about the separability of OCRD from anxiety and fear-related disorders, as well as other disorder 
groupings (e.g., Storch et al., 2008). Furthermore, clinicians’ natural taxonomies do not include 
an OCRD grouping (Reed et al., 2013). Therefore, a brief training on the rationale for including 
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an ICD-11 OCRD grouping was included to examine whether this would improve application of 
ICD-11 guidelines to case vignettes. The brief training focusing on the conceptual basis for the 
ICD-11 OCRD grouping did not affect accuracy. This may have been because the brief training 
did not provide additional information relevant to the application of the guidelines beyond the 
guidelines themselves, or because of a ceiling effect given that the accuracy of ratings in the 
ICD-11 without brief training condition were already quite high, perhaps due to the direct 
correspondence of some of the vignettes to new ORCD categories. Taken together with the fact 
that participants in the ICD-11 group performed close to ceiling without prior training, this 
finding suggests that the guidelines, which include a brief description of the rationale for the 
grouping, are sufficient for understanding the rationale of the OCRD grouping. 
Limitations 
The specific research questions addressed by the present field study were generated by 
the Working Group and the WHO Secretariat on the basis of proposed changes from ICD-10 to 
ICD-11 expected to have the greatest impact on clinical practice. This study was not able to 
examine every conceptual change proposed for the ICD-11. Therefore, despite the overall results 
suggesting that ICD-11 produces more accurate application of the guidelines as compared to 
ICD-10, it may not be the case for all proposed changes. Second, the case vignette methodology 
prioritizes internal over external validity, and is intended as a first step in evaluating guidelines 
intended for clinical practice though results of such studies do concord with clinician decision-
making with patients (Evans et al., 2015). Participants in this study were part of a volunteer 
network specifically interested in the ICD-11, and were on average highly trained and quite 
professionally experienced, which may limit the generalizability of the findings to other groups 
of classification users. Finally, we decided to collapse the results across all languages in which 
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the study was conducted. Although there were minor differences across languages, none 
impacted the overall pattern of results presented here. Nonetheless, global and cross-cultural 
applicability cannot be assumed and should be further examined.  
Conclusion 
Overall, the results of this study indicate that the proposed ICD-11 diagnostic guidelines 
for OCRD afford significant improvement over the corresponding ICD-10 diagnostic guidelines. 
Although there is some controversy in the literature about the validity of the OCRD grouping 
(e.g., Abramowitz & Jacoby, 2015), our hope is that introduction of the OCRD grouping will be 
beneficial to clinicians and researchers leading to measurable improvements in detection and 
treatment of these impairing disorders. Clinicians were able to readily apply the novel concepts 
involved in a major structural change in the organization of the ICD-11 without a need for 
specific training on the rationale for the OCRD grouping. The findings of the present study 
suggest that improved accuracy in ICD-11 over ICD-10 was primarily attributable to the 
introduction of new diagnostic categories that reflect important clinical presentations. The field 
study also assisted to identifying areas where the guidelines were not operating as intended, 
therefore facilitating further revisions prior to finalization and publication of the guidelines. 
Specifically, the differentiation of OCRD from other diagnoses with similar clinical features 
resulted in further clarification and refinement. Results also suggested that a qualifier intended to 
characterize the level of insight in OCRD is difficult to assess as three separate categories but 
significantly improves the differentiation of OCRD with no insight from Delusional disorder. 
Based on these findings, the final guidelines for OCRD were redrafted to include only two levels 
of insight: ‘with poor to absent insight’ and ‘with fair to good insight’. The new ICD-11 
guidelines are expected to improve detection of these relatively common disorders, as well as to 
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1A Case of OCD with 
hoarding rituals 
used to neutralize 
obsessions 
OCD No insight OCD 
 
1B Hoarding of 
unneeded objects 
with distress with 







No insight OCD 
Other OCD 
2A Case of Body 
Dysmorphic 
Disorder, perceived 








2B Case of 
Hypochondriacal 
Disorder, individual 
preoccupied by skin 
cancer 








concern is about 
abdominal shape 
with no repetitive 
checking 







4A Obsessions focus 
on personal failings 
accompanied by 
mental rituals used 
to neutralize 
intrusive thoughts 








Not applicable Depressive 
episode 
5A Obsessions focus 
on possibility of 
OCD Fair to good 
insight 
OCD 
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5B Case of GAD with 
current worries 















about being infected 





Not applicable Delusional 
disorder 
6C Preoccupation with 





conviction that head 
is too small. 
Body dysmorphic 
disorder 




about having skin 
cancer. Repetitive 
checking of skin. 




7B Preoccupation with 
several bodily 






is matched with 
level of insight 








8A Preoccupation with 
perceived foul body 
odor. Repetitive 
behaviours to mask 
odor. Anxiety 
symptoms about 





Fair to good 
insight 
Social phobias 
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8B Focus of 
apprehension is on 
visible signs of 












is matched with 
level of insight 






































Table 2 Paired Vignette Comparisons. Each participant was randomized to one of the 
following comparisons. 
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Comparison* Differential Diagnoses 
1 OCD (Vignette 1A) vs. Hoarding Disorder (Vignette 1B) 
2 Body Dysmorphic Disorder (Vignette 2A) vs. Hypochondriasis 
(Vignette 2B) 
3 BDD (Vignette 2A) vs. normal preoccupation with a bodily flaw 
(Vignette 3A) 
4 OCD (Vignette 4A) vs. rumination as a symptom of Depressive 
Episode (Vignette 4B) 
5 OCD (Vignette 5A) vs. Generalized Anxiety Disorder (Vignette 5B) 
6 Hypochondriasis (Vignette 7A) vs. Bodily Distress Disorder (Vignette 
7B) 
7 Olfactory Reference Disorder (Vignette 8A) vs. Social Anxiety Disorder 
(Vignette 8B) 
8 OCD (Vignette 1A) vs. Delusional Disorder (Vignette 6B) 























Table 3 Participant Demographic Information (N = 1,915) 
 English Spanish Chinese Japanese French Russian  TOTAL 
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 n (%) n (%) n(%) n (%) n (%) n (%) n 
WHO Global 
Region 
       
Africa 36 
(3.9) 

































0 0 0 0 0 137 
Western 
Pacific-Asia 
9 (1.0) 0 236 
(100) 





0 0 0 0 0 66 





































Other 1 (0.1) 1 (0.4) 0 0 0 0 2 
        


















16 (6.8) 29 (12.8) 48 
(32.4) 
7 (5.7) 516 
Counseling 57 
(6.1) 
3 (1.2) 2 (0.8) 2 (0.9) 1 (0.7) 1 (0.8) 66 
Social Work 57 
(6.1) 





5 (2.0) 0 0 2 (1.4) 0 40 
Nursing 23 
(2.5) 
2 (0.8) 0 4 (1.8) 9 (6.1) 0 38 
Other* 30 
(3.2) 
18 (7.2) 3 (1.3) 4 (1.8) 1 (0.7) 2 (1.6) 58 
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Years of 
Experience 
















n – number of participants 
 
Note: Other includes: Certified peer support worker (n=3), Sex therapy (n=4), Speech 
therapy (n=1), the remaining were unspecified (n=22) 
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Table 4  Possible diagnostic responses by diagnostic system 







Body Dysmorphic Disorder 




Hypochondriacal disorder Hoarding Disorder 
Persistent somatoform pain disorder Other Obsessive-Compulsive and 
Related Disorder 
Depressive episode Depressive Episode 
Social phobias Delusional Disorder 
Generalized anxiety disorder Generalized Anxiety Disorder 
Delusional disorder Social Anxiety Disorder 
Anorexia nervosa Bodily Distress Disorder 






















Table 5 Scientific questions 1 - 3, vignette comparisons and main results 
 
Scientific question Vignette 
comparison 
ICD-11 diagnosis 
Main Results (accuracy, %) 
1. Do the newly 
introduced ICD-11 
categories improve 
clinicians’ accuracy in 
differentiating OCD, 
the prototypical 
disorder of the OCRD 
grouping, from related 
phenomena as 
compared to when 




Comparison 1: Does 
ICD-11 improve 
accuracy of diagnosis 
over ICD-10 with the 
introduction of Hoarding 
disorder 




disorder, OCD or 
Other OCD 
Vignette 1A (n = 194) 
ICD-11: 64.5%, ICD-10: 53.4%, 2 (1) = 2.32, ns, w 
= 0.11 
 
Vignette 1B (n = 194) 
ICD-11: 94.2% > ICD-10: 58.9%, 2 (1) = 36.78, p < 
.001, w = 0.43 
 
Comparison 2: Does 
ICD-11 improve 
accuracy of diagnosis 
over ICD-10 with the 















Vignette 2A (n = 198) 
ICD-11: 94.1% > ICD-10: 31.6% , 2 (1) = 86.93, p < 
.001, w = 0.66 
 
Vignette 2B (n = 198) 
ICD-11: 88.2%, ICD-10: 84.8%,2 (1) = 0.49, ns, w = 
0.05 
Comparison 3: Does 
ICD-11 improve 
accuracy of diagnosis 
over ICD-10 with the 
introduction of Body 
dysmorphic disorder 
and differentiate from a 
subthreshold case? 
Vignette 2A: ICD-




Vignette 3A: no 
diagnosis 
Vignette 2A (n = 179) 
ICD-11: 87.5% >  ICD-10: 39.0%, 2 (1) = 45.70, p < 
.001, w = 0.51 
 
Vignette 3A (n = 179) 
ICD-11: 62.5% < ICD-10: 78.0%, 2 (1) = 4.32, p = 
.04, w = 0.16 
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from other related 
groupings from 
OCRDs using ICD-11 
as compared to ICD-
10 guidelines 
including when 
insight is poor or 
absent? 





Vignette 4A (n = 187) 
ICD-11: 70.0%, ICD-10: 71.6%, 2 (1) = 0.06, ns, w 
= 0.02 
 
Vignette 4B (n = 187) 
ICD-11: 81.7% < ICD-10: 92.5%, 2 (1) = 4.11, p = 
.04, w = 0.15 
 





Vignette 5A (n = 199) 
ICD-11: 73.2%, ICD-10: 79.2%, 2 (1) = 0.87, ns, w 
= 0.07 
 
Vignette 5B (n = 199) 
ICD-11: 40.9% < ICD-10: 56.9%, 2 (1) = 4.74, p = 
.03, w = 0.15 
 
















Vignette 7A (n = 190) 
ICD-11: 82.9%, ICD-10: 82.8%, 2 (1) = 0.00, ns, w 
= 0.04 
 
Vignette 7B (n = 190) 
ICD-11: 76.7%, ICD-10: 76.6%, 2 (1) = 0.00, ns, w 
= 0.01 









11 Social Anxiety 
Vignette 8A (n = 189) 
ICD-11: 91.2% > ICD-10: 39.2%, 2 (1) = 57.02, p < 
.001, w = 0.46 
 
Vignette 8B (n = 189) 
ICD-11: 92.0%, ICD-10: 92.2%, 2 (1) = 0.00, ns, w 
= 0.00 





3. Do clinicians 
accurately 
differentiate the three 
levels of insight 
proposed for the ICD-
11 OCRD grouping? 
Furthermore, do 





with poor or no 
insight (i.e., 
individuals holding 
beliefs that appear 
delusional but that are 
entirely consistent 
with the 
symptomatology of an 
OCRD) from patients 
with a Delusional 
disorder when using 
the ICD-11 as 
compared to ICD-10 
guidelines? 
  





Vignette 1A (n = 193) 
ICD-11: 70.6%, ICD-10: 67.2%, 2 (1) = 0.24, ns, w 
= 0.00 
 
Vignette 6B (n = 193) 
ICD-11: 19.8%, ICD-10: 18.8%, 2 (1) = 0.03, ns, w 
= 0.00 
 










Vignette 6C (n = 188) 
ICD-11: 94.4% > ICD-10: 57.1%, 2 (1) = 39.61, p < 
.001, w = 0.55 
 
Vignette 6B (n = 188) 
ICD-11: 22.2%, ICD-10: 22.2%, 2 (1) = 0.00, ns, w 
= 0.00 
 
OCD - Obsessive-compulsive disorder 
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w denotes the effect size for the comparison with w = 0.1 considered a small effect, w = 0.3 a 













































Table 6 OCRD Insight qualifier results 
 
Frequency of Participant Insight Specifier Ratings for Obsessive-Compulsive Disorder 
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 Frequency of Rating (%) 
 Fair to Good 
Insight Poor Insight No Insight 
Vignette Presented 
 
   
With Fair to Good 
Insight (vignette 5A)  
41.94 47.31 10.75 
 


















Note: Correct answers are denoted in bold. Overall χ2(4) = 204.38, p < .001; Fair to 
Good vs. No Insight χ2(2) = 160.60, p < .001; Poor vs. No Insight χ2(2) = 152.26, p < 
.001; Fair to Good vs. Poor Insight χ2(2) = 0.09, ns 
 
Frequency of Participant Insight Specifier Ratings for Body Dysmorphic Disorder 
 
 Frequency of Rating (%) 
 Fair to Good 
Insight Poor Insight No Insight 
Vignette Presented 
 
   
With Fair to Good 

















With No Insight  
(vignette 6C) 
3.36 11.76 84.87 
 
Note: Correct answers are denoted in bold. Overall χ2(4) = 129.73, p < .001; Fair to 
Good vs. No Insight χ2(2) = 97.87, p < .001; Poor vs. No Insight χ2(2) = 44.46, p < .001; 
Fair to Good vs. Poor Insight χ2(2) = 30.47, p < .001 
 
 Table 7 Effects of ICD-11 Brief Conceptual Training 
 
2 comparisons between participants who received the brief training and those in the 
ICD-11 condition without the training 
 
Comparison Vignette 2 (1) p 
1 1A 0.00 ns 
 1B 0.35 ns 
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2 2A 0.48 ns 
 2B 0.19 ns 
    
3 2A 2.31 ns 
 3A 2.57 ns 
    
4 4A 0.04 ns 
 4B 0.73 ns 
    
5 5A 0.05 ns 
 5B 0.07 ns 
    
6 1A 0.02 ns 
 6B 0.58 ns 
    
7 6C 0.69 ns 
 6B 0.01 ns 
    
8 8A 3.66 ns 
 8B 0.62 ns 
    
9 9A 0.33 ns 
 9B 0.12 ns 
 
 
 
 
